, 51 children (27 boys and 24 girls) underwent a Mitrofanoff appendico-vesicostomy as external continent urinary diversion. we exclude at once those presented at end stage renal failure and required renal transplantation. The remaining (45) were aged between 5 and 15 years (mean 10.27); all of them underwent MAV in their right iliac fossa. Etiologies were dominated by neuropathic bladder (41 cases) ,mainly due to spina bifida defect with myelo-meningocele ; a posterior urethral valves causing altered bladder (2 cases) and complicated bladder exstrophy (2 cases). Diagnosis was established at advanced stage in all patients with mild renal failure (11) or moderate renal insufficiency in (34) with mean creatinine clearance of( 41 ml/min/1.73m2).
INTRODUCTION AND OBJECTIVES: Despite the popularity of continent urinary diversion and neobladder recostruction, radical cistectomy with ileal conduit urinary diversion remains the most commonly performed curative surgical treatment option for invasive bladder cancer. Commonly, the ileal conduit is created using a 15-20 cm ileum length. The distal left ureter passage under mesosigmoid previous its extensive dissection, in order to allow a tension-free ureteroileal anastomosis, often leads to a compromised blood supply to the left ureter, resulting in a higher incidence of delayed ischemic damage of the distal ureter, wich is the most common cause of ureteroenteric stricture. In literature, ileoureteral stricture rate reported is 1,7-14%, being more common on the left side. Of some interest is the fact that no significant diferrence is been reported in strictures occurrance rate between Bricker anastomosis type and Wallace type. The strictures resulting from urinary diversion are difficult to treat, have a high risk of recurrence and may lead to renal function deterioration. We presented our results with a modified ileal conduit tecnique (MICT) and left ileoureteral anastomosis aimed to prevent uretero-ileal anastomosis stricture.
METHODS: We prepared an ileal tract of 20 cm medium lenght. The proximal end of the ileal conduit tract was brought on the left side through the mesosigmoid and was fixed to the parietal peritoneum, to avoid an extensive dissection and mobilization of the left ureter and to perform a tension free anastomosis. On the right side, we performed a classical Bricker ureteroileal anastomosis, while on the left side the ureter was sutured directly to the end of ileal conduit, according to our modified ureteroileal anastomosis in Y shape ileal neobladder. Between 2001 and 2010, 98 consecutive patients underwent to radical cistectomy with ileal conduit diversion with Bricker anastomotic tecnique; from 2011 to 2015, 46 consecutine patients underwent to new tecnique.
RESULTS: The MICT was easily performed in all cases, leading to neither intraoperative nor postoperative complications, without increasing intraoperative time. The ileoureteral stricture rate was 9.1% (8/98 patients, 1/8 patients with bilateral stricture) in the traditional tecnique; no patient had ureteral stricture with the modified tecnique.
CONCLUSIONS: Our preliminary experience with the MICT are very encouraging; further randomized studies with a larger series are needed to confirm our results. RESULTS: There were 35 (1 set of twins) live-births comprising 17 girls and 18 boys. Mean gestation at delivery was 36 weeks (33 -38) and mean birthweight was 2.78 kg (1.79-3.50). The majority were delivered by elective Caesarean section (94.1%, 32/34) performed jointly by a urologist and obstetrician. Two women sustained bladder injury during surgery with no long-term complications. Another two women developed vesicocutaneous fistulas which resolved spontaneously (6.25%, 2/32). One woman required early (37 weeks) Caesarean section due to worsening hydronephrosis. Pregnancy-related urological complications included UTI requiring hospital admission (11.8%, 4/34) and upper tract obstruction requiring nephrostomy (20.6%, 7/34). Three women had difficulty with the Mitrofanoff, requiring indwelling catheters. No woman had significant deterioration in renal function.
Source of
CONCLUSIONS: Pregnancy can be safely managed with preservation of renal function in women with previous urinary tract reconstruction. These women are prone to complications and require shared care and careful monitoring throughout pregnancy to diagnose and manage complications proactively. Patients should be made aware of the impact of pregnancy and the high rate of pregnancy related complications. Although some of these women could potentially achieve a vaginal birth, we favour planned Caesarean section, jointly performed by an obstetrician and urologist, in patients with complex urinary tract reconstruction, in order to avoid the potential maternal and fetal risks of a complex emergency Caesarean section.
